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Poster Presentations / 54 (2014) S34eS93S76implemented only after a patient failed to meet weight gain
goals or complete meals. This showed delayed supervision of an
average of four days as well as higher weights and improved
overnight bradycardia for those who received supervision when
compared to those who did not. The goal of this study was to
standardize meal supervision beginning at admission and reex-
amine variables.
Methods: A chart review was conducted of all patients placed on
the Eating Disorders Clinical Practice Guideline (CPG) for a seven
month period during 2011 to achieve a comparable group size to
the previous chart review cohort. All patients admitted to the CPG
received standard protocol supervision by trained staff for each
meal during hospitalization. The data compared 54 patients from
this time frame (Phase II) to 49 patients from the 2008-2009
cohort (Phase I) for differences in weight gain, (LOS), electrolyte
abnormalities, and liquid caloric supplementation.
Results: The mean age of participants was 17.4 years for Phase I
unsupervised, 17.8 for Phase I supervised, and 14.8 for Phase II (p <
.0001). Phase I supervised patients had the longest LOS with a
mean of 9.8 days (p ¼ .02). Phase I non-supervised and Phase II
patients had comparable LOS at 5.9 and 6.7 days, respectively.
Maximum LOS was comparable between the three groups with 23
days for Phase I supervised, 22 days for Phase I non-supervised,
and 20 days for Phase II. No signiﬁcant difference in liquid caloric
supplementation use, rate of weight gain, rate of change for
overnight heart rate, or mean percent of days in which goal weight
gain was achieved or laboratory values we noted.
Conclusions: Notably, the effect of improved weight gain and
overnight bradycardia seen in the Phase I chart review is not
present. There is, however, a compelling difference in length of stay
between those who received delayed meal supervision and either
those who did not require meal supervision or who received meal
supervision throughout hospitalization. Our ﬁndings suggest that
meal supervision beginning at admission for all patients may
shorten LOS and decrease health care costs.
Sources of Support: Boston Children’s Hospital Clinical Research
Program.
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Purpose: Minority sexual orientation may be associated with
increased likelihood of having an eating disorder (ED) among
adults, and community-based studies have demonstrated that gay
and bisexual adolescent males are at increased risk of ED behav-
iors. Sexual minority youth (SMY) have an increased prevalence of
mood disorders and substance abuse, as well as higher levels of
mental health symptoms than their heterosexual counterparts.
However, little is known about differences in psychiatric comor-
bidities between heterosexual youth and SMY among adolescents
diagnosed with ED. The purpose of this study is to determine if
adolescent SMY with ED have higher rates of psychiatric comor-
bidities such as depression, anxiety, and attentional disturbances
than their heterosexual counterparts.Methods: ED adolescents ages 12-19y (mean 16.2) were recruited
for the parent study at an academic referral center. Primary vari-
ables were gender and sexual orientation (sexual minority deﬁned
as gay, lesbian, bisexual, or questioning). Outcomes were T-scores
on the affective, anxiety, internalizing, somatic, and post-traumatic
subscales of the Youth Self-Report (YSR), Child Behavior Checklist
(CBCL), as well the total score on the Center for Epidemiologic
Studies Depression Scale (CES-D). The total competence T-score,
which reﬂects social and activities subscales as well as academic
performance, was included from both the YSR and CBCL. Descrip-
tive and ANOVA testing were performed using SPSS v20.
Results: Subjects (n ¼ 164; 21M, 143F) reported a mean of 16.1
months of disease and averaged 86% median body weight.
Anorexia nervosa was diagnosed in 39% (n ¼ 64), 7% (n ¼ 12) had
bulimia nervosa, and 54% (n ¼ 88) had EDNOS. Sexual minorities
comprised 8.8% (n ¼ 21; 4M, 10F) of the study population. No
signiﬁcant differences were found in affective, anxiety, internal-
izing, somatic, social, and post-traumatic stress problem subscales
of the YSR and CBCL. SMY with ED scored higher on thought
problems (64 vs. 58, p ¼ 0.007), attention problems (63 vs. 56, p ¼
0.004) , and rule breaking behaviors (59 vs. 55, p ¼ 0.045) sub-
scales, with signiﬁcantly decreased total competence (41 vs. 48,
p ¼ 0.031) on the YSR. Parent reports on the CBCL did not reﬂect
differences between groups in these same domains. CES-D scores
did not differ between groups.
Conclusions: In this clinical sample of youth with ED, SMY re-
ported more problems with attention, thoughts, and rule-breaking
behaviors as well as lower total competence T-scores on the YSR as
compared with their heterosexual peers. Parent reports on the
CBCL did not reﬂect these same differences. No differences were
seen between heterosexual youth and SMY with ED in affective or
anxiety-related subscales. These differences in mental health
symptoms among SMY with ED deserve further study and may
have implications for screening and treatment in this vulnerable
population.
Sources of Support: National Scientist Development Award of the
American Heart Association.
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Purpose: Eating disorders, particularly anorexia nervosa, have a
variety of physical health complications, some of which are severe
enough to necessitate medical hospitalization. Our institution
utilizes a speciﬁc protein calorie malnutrition (PCM) protocol,
which includes meals monitoring by nursing staff, supplementa-
tion as needed with liquid nutrition, and continuous cardiac
monitoring as well as a number of behavioral restrictions and
physiologic assessments. Patients frequently resist the need for
admission. A recent study of an inpatient eating disorders program
revealed that, at the time of hospital admission, 33% of patients did
not think they required hospitalization. After two weeks of treat-
ment, however, almost half of these patients converted to thinking
that they did need to be hospitalized. This change in perceived
need for treatment has received little attention in the eating
